Introduction {#S0001}
============

A lion share of health care resources, about \$900 billion/year or over half of the total health care cost, is spent on chronic debilitating conditions and on end-of-life (EOL) care.[@CIT0001] By other estimates, the cost of chronic illness is about 84% of health care expenditures.[@CIT0002] Population-level interventions are needed to reduce cost and, at the same time, improve patients' quality of life.[@CIT0001] In our opinion, promotion of palliative medicine is one such intervention. Palliative medicine addresses treatment of symptoms, goals and plan of care, psychological, and social issues. The complexity of palliation led to recognition of palliative medicine as a specialty. In New York State, the "Palliative Care Information Act," effective February 2011, mandates counseling regarding palliative care for the terminally ill.[@CIT0003] Promotion of palliative medicine depends on its perception by health care professionals. Palliative care is delivered by specialized teams and by interdisciplinary teams of health care professionals which include physicians, nurses, and social workers/case managers.

At our teaching community hospital, the palliative care team actively interacts with health care professionals. The interaction involves educational activities such as lectures, seminars, grand rounds, and direct involvement in patients' care. In order for our interaction with interdisciplinary team members to be most effective, we had to learn their attitudes toward issues and concepts of palliative medicine.

Aims of the studies {#S0002}
===================

We conducted two studies among health care professionals at our teaching community hospital. The first study was carried out shortly after the development of our division, and the second study 14 years later. In these two studies, we: 1) learned perception of chronic illness and EOL issues by health care professionals and their approach to these issues; 2) compared the results of the two studies; and 3) learned factors influencing attitudes of health care professionals. Based on our experience in education and clinical practice, we hypothesized that direct interaction between interdisciplinary and palliative care teams is most essential in understanding and implementing concepts of palliative medicine by health care professionals. A palliative care team helps to manage difficult symptoms, establish a rapport with the patient and caregivers, and define goals and plan of care.

Participants and methods {#S0003}
========================

The two studies were cross-sectional and conducted at a teaching community hospital with random sampling of the participants. Participation in the studies was voluntary and anonymous. Both studies were approved by the Institutional Review Board (New York Methodist Hospital and Brooklyn Methodist Hospital, New York Presbyterian Healthcare System, affiliate: Weill Medical College of Cornell University), and verbal informed consent of the participants was obtained. The verbal consent was approved by the Institutional Review Board. The first study included physicians and nurses. A survey was conducted among attending physicians and nurses to learn their views on some issues of palliative medicine and guide us in education. The results of the first study were used internally and were not published at that time. Fourteen years later, we conducted a follow-up study where we expanded both the survey questionnaire and the participants' base, enrolling members of interdisciplinary teams such as physicians, nurses, and social workers/case managers. The surveys/questionnaires were randomly distributed among participants at grand rounds, lectures, and in the workplace during a three-day period. The surveys included participants' age, occupation/field of practice, years of experience, and religious affiliation. In the first study, there were 184 participants: 100 (54.5%) physicians and 84 (45.5%) nurses. In the follow-up study, there were 246 participants: 93 (38%) attending physicians, 65 (26%) resident physicians, 74 (30%) nurses or nurse practitioners, and 14 (6%) discharge planners/social workers/case managers. In the first study, the participants were asked nine questions and in the second study, the participants were asked 20 questions. In the second study, the answers to questions asked in both studies were compared and the answers to other questions in the second study could not be compared. The data of the studies were analyzed with statistical processing of the data using R software with Fisher's exact test.[@CIT0004]

Results {#S0004}
=======

Questions, answers, and comments {#S0004-S2001}
--------------------------------

The first part includes questions asked in both studies.

**1. Have you attended seminars/workshops/lectures in palliative care?**

The attendance of these educational activities increased from 14% to 46% (*p*\<0.05). In our opinion, this reflects a growing interest of health care professionals in palliative care and the proactive approach of palliative care teams.

**2. Do you discuss advance directives for care in the outpatient setting?**

The rate of positive responses was low in both studies (38% and 35%). Attending physicians discuss advance directives more often than resident physicians (49% vs 14%, *p*\<0.05) and perform better after 10 years in practice (56% vs 38%, *p*\<0.05). Medicine physicians discuss advance directives more often than surgeons (59.6% vs 10%, *p*\<0.05) and gynecologists (59.6% vs 33.3%, *p*\<0.05). Discussion of advance directives requires interaction on multiple visits.[@CIT0005] Advance care planning is a process of developing a valid expression of wishes rather than a single consultation event or signing of a statutory document.[@CIT0006] Physicians who have an established relationship with their elderly functional patients experience positive emotional responses after discussion of advance directives in the outpatient setting.[@CIT0007] Our data can be explained by usually longer and better relationships between medicine physicians and their patients than relationships in surgical fields and by a smaller proportion of patients with chronic debilitating illness treated by surgeons and gynecologists.

**3. Do you discuss advance directives with patients (or their families/proxies) admitted to the hospital without advance directives for care ?**

Performance in the inpatient setting is better. Health care professionals (60% of attending physicians, 91% of resident physicians, 93% of nurses, and 57% of discharge planners) discuss advance directives with patients or their proxies when none exist before admission. A federal law, "The Patient Self-Determination Act,"[@CIT0008] requires that health care providers in hospitals, nursing homes, and other facilities inquire about the presence of advance directives, record patient preferences in the medical record, and develop institutional policies regarding the implementation of these directives. It is possible that compliance with the law contributed to better performance in the inpatient setting.

**4. Do you discuss advance directives during the first days of hospital admission?**

Only 39% of attending physicians discuss advance directives with their patients on the first day of hospital admission. However, the gap is filled by 65% of resident physicians (*p*\<0.05) for whom this discussion is a mandatory part of the initial evaluation.

**5. Are you comfortable discussing EOL care issues with patients and/or their families?**

Most of the participants in both studies felt comfortable (80% and 76%). Attending physicians older than 35 years were more comfortable than their younger colleagues (80% vs 50%, *p*\<0.05).

**6. Do you believe in palliative care at the EOL?**

Confidence in palliation grew from 86% to 97% (*p*\<0.05). We attribute this to successes in the treatment of pain, dyspnea, cough, nausea, depression, anxiety, and other symptoms. The awareness of this progress in palliative care has increased through educational activities and from clinical experience of interdisciplinary teams.

**7. Do you believe that signing a Do Not Resuscitate/Do Not Intubate (DNR/DNI) consent compromises patient care?**

In both studies, a majority of respondents (82% and 81%) believed that a DNR/DNI consent does not compromise patient care. Indeed, by consenting to DNR, patients express only their rejection of cardiopulmonary resuscitation (CPR) but not of other life-prolonging treatments.[@CIT0009] However, some health care providers incorrectly perceive the DNR/DNI consent as a patient's "global decision" on a health care plan and as a rejection of aggressive treatments. Such perception leads to reluctance to order life-prolonging treatments not related to CPR.[@CIT0010] While obtaining the DNR/DNI consent, goals and a plan of care need to be established.

**8. Do you think that use of opioid analgesics at the EOL hasten death?**

In line with existing research,[@CIT0011] most of the respondents in both studies (87% and 78%) did not associate death with use of opioids. We did not specifically ask this question but we believe that professionals who do not associate death with use of opioids will use opioids for relief of symptoms at the EOL.

**9. Do you believe that withdrawal of active treatment is euthanasia?**

Withdrawal of active treatment is a difficult, if not the most difficult, decision in palliative medicine. Since the Cruzan v. Director, Missouri Department of Heath case in 1990,[@CIT0012] withdrawal and withholding of treatment became legal and ethical in the USA. In a 1992 survey, 76% of respondents (physicians, residents, and medical students) considered withholding and withdrawing life-support therapy consistent with passive euthanasia and only 24% held the view supported by the court.[@CIT0013] In both of our studies, the proportion of respondents accepting withdrawal of care was higher than in the cited study (80% and 87%). Of note, physicians younger than 35 years had a better understanding and acceptance of this concept than their colleagues older than 60 (83% vs 67%, *p*\<0.05).

The second part includes questions surveyed only in the second study.

**10. Do terminally ill patients benefit from artificial nutrition and hydration?**

About half of health care professionals (57%) thought that terminally ill patients benefit from artificial nutrition and hydration. Although artificial nutrition and hydration may improve survival in certain conditions, the evidence of its benefit in patients with metastatic cancer and with end-stage dementia is conflicting. In terminally ill patients, artificial nutrition and hydration may cause suffering from edema, ascites, and aspiration.[@CIT0014] This palliative care area is emotionally charged for both physicians and families who often do not want to "starve to death" their loved ones.

**11. Should patients who are not terminally ill be fed artificially?**

Most of the respondents (82%) agreed that these patients would benefit from artificial feeding. The existing evidence also suggests that artificial nutrition and hydration may improve survival among patients with certain conditions such as permanent vegetative state and bulbar amyotrophic lateral sclerosis.[@CIT0014]

**12. Do you think that patients admitted to the hospital three or more times for the last 12 months with the same symptoms need palliative care evaluation?**

Patients with relapsing and difficult to treat symptoms require frequent hospital admissions. It has been acknowledged that these patients need evaluation by a palliative care team with expertise in managing symptoms and defining goals of care.[@CIT0015] However, on this issue opinions were divided, only 50% of our participants favored such evaluation and 50% did not.

**13. Is your practice influenced by your religious beliefs?**

A majority of health care professionals (79%) in our study were not influenced by their religious affiliation. Certainly, decisions in health care are aligned with religious beliefs of the patients and their families/caregivers.

**14. Are you aware of Medical Orders for Life-Sustaining Treatment (MOLST) or Physicians Orders for Life-Sustaining Treatment (POLST)?**

Widely accepted MOLST/POLST forms[@CIT0016] detail patients' preferences in EOL care, for instance regarding CPR, intubation, artificial nutrition and hydration, transfusion, and use of antibiotics. These forms improve health care planning. In this area, discharge planners (social workers, case managers) were informed better (57%) than physicians and nurses (32%, *p*\<0.001).

**15. Does transfer to inpatient hospice improve patient care?**

and

**16. Does enrollment in home hospice improve patient care?**

A positive attitude toward inpatient hospice care was expressed by 76% and toward home hospice care by 80% of participants. In a quality of care study, families reported fewer unmet needs of patients dying from dementia who were on hospice care.[@CIT0017] Benefits of early referral of cancer patients for hospice care were also shown.[@CIT0018]

**17. Should hospice care for a patient with a terminal illness be started as soon as the terminal diagnosis is made?**

Sixty-one percent of professionals favored early enrollment in hospice care. Unfortunately, physicians do not discuss hospice options early in the disease course when patients and families can get the full benefit from hospice services.[@CIT0019] Development of newer cancer treatments can possibly explain the delay in hospice referrals until options of active treatment are exhausted.[@CIT0020]

**18. Do you discuss the benefits and burdens of multiple hospitalizations with your patients and their proxies?**

A high hospital readmission rate incurs a substantial cost on the health care system[@CIT0001],[@CIT0002],[@CIT0021] and subjects chronically ill patients to multiple interventions. Various measures have been introduced such as identifying patients at risk and improving the transition of care.[@CIT0022] We believe that an honest discussion of the disease trajectory and goals of care is an effective intervention. As expected, in this area, attending physicians perform better than residents (67% vs 51%, *p*\<0.05).

**19. Should medical futility be discussed with terminally ill patients?**

Most of the health care professionals (91%) agreed that medical futility should be discussed with terminally ill patients and their caregivers. This attitude was shared by all groups of professionals, which is encouraging since the topic is very sensitive. In a study,[@CIT0023] most of the surrogates were reluctant to accept physicians' prediction of medical futility, possibly due to lack of trust in the physician's prediction, a need for the surrogate to see for themselves the futility of a situation, and the possibility that God will intercede and create a miracle.

**20. Should advanced age preclude aggressive management and intensive care unit (ICU) care?**

Both attending physicians (80%) and residents (82%) agreed that advanced age per se should not preclude aggressive management and ICU care. Although age is an important prognostic factor for patients admitted to the ICU, it should not preclude aggressive management and ICU care. This approach is supported by a study revealing that patients older than 90 years did not have higher hospital mortality compared to similar patients of age 20--69 years.[@CIT0024]

We did not ask participants of the follow-up study whether they participated in the original study but 14 years passed and only a small number of respondents might have participated in both surveys. Therefore, participants in the two studies were two different groups of professionals.

Results of the two studies are highlighted in [Table 1](#T0001){ref-type="table"}.Table 1Perception of palliative medicine by health care professionals: results of the two studiesAreaFirst studySecond studyNumber of participants\
 Physicians\
 Nurses\
 Social workers/case managers184\
100\
84246\
158\
74\
14Answers to key questionsYes (%)Yes (%) 1. Participation in educational activities\*1446 2. Advance directives in outpatient setting3835 5. Comfortable to discuss EOL care8076 6. Confidence in palliation at the EOL\*8697 7. Correct interpretation of a DNR consent8281 8. Opioids do not hasten death8778 9. Withdrawal of active treatment at the EOL is not euthanasia8087 12. Evaluation of frequently admitted patients by palliative care teams50 15--16. Enrollment in hospice imporves patient care76--80 19. Discussion of medical futility with teminally ill patients91[^1][^2]

Participation in educational activities increased by the time of the follow-up study. Advanced planning of care (questions 1--4) in both outpatient and inpatient settings has not improved and requires further attention. In EOL areas (questions 5--11), perceptions of participants in both studies were aligned with palliative medicine concepts. Participants in the initial and follow-up studies felt comfortable to discuss EOL care (question 5). Confidence in palliation at the EOL (question 6) was even higher in the follow-up study. Most of the participants in both studies correctly interpreted the meaning of the DNR/DNI consent (question 7) as only exclusion of resuscitation but not of active treatment. Most of the health care professionals in both studies did not associate death with use of opioids at the EOL (question 8), a position supported by research, and did not see withdrawal of active treatment (question 9) as euthanasia, a view supported by the court. As mentioned above, recently trained physicians younger than 35 years had a better understanding of withdrawal of active treatment at the EOL. Participants in the second study revealed understanding of the disease trajectory in chronic progressive illness and were ready to discuss the burden of multiple admissions (question 18), medical futility (question 19), and enrollment in hospice care (questions 15--17).

Age and experience were associated with better planning of care in the outpatient setting (question 2), higher confidence in discussing EOL issues (question 5), and burdens of multiple admissions (question 18). However, younger physicians had a better understanding of withdrawal of active treatment (question 9). Religion did not influence perception of palliative care (question 13).

On the interaction between palliative and interdisciplinary teams (question 12), opinions of participants were evenly divided. This came as a surprise but allowed us to test our hypothesis that such interaction is essential in perception of palliative medicine concepts. Indeed, further statistical analysis revealed that the position on this issue correlated with attitude towards  multiple other areas such as advanced care planning, awareness of MOLST/POLST forms, interpretation of the DNR consent, use of opioids at the EOL, use of ICU care, multiple admissions, and hospice care. Participants who favored co-management with palliative teams had the approach to these core issues aligned with concepts currently accepted in palliative medicine. We call such perception and acceptance of palliative medicine concepts a "palliative attitude."

Discussion {#S0005}
==========

Perception of palliative medicine concepts by participants in our studies was aligned with current concepts supported by research, clinical practice, and legal rulings. Attendance of educational activities increased and confidence in palliative care was higher in the follow-up study. In other areas, the results of the two studies were close. Although we would like to see better results in the follow-up study, the participants in the second study were a different group of health care professionals. In the follow-up study, interaction with palliative care teams and learning through clinical practice was the key factor in understanding and accepting concepts of palliative medicine and development of a "palliative attitude" by health care professionals. We could not associate perception of palliative medicine with educational activities in the form of lectures, seminars, and workshops, but we remain committed to these forms of education.

Conclusions {#S0006}
===========

Perception of palliative medicine concepts by health care professionals was learned at a teaching community hospital in two studies separated by 14 years. The results of the two studies were essentially similar; attendance of educational activities and confidence in palliative care were higher 14 years later. In most of the areas, perception of palliative medicine was aligned with current concepts. We call this acceptance of palliative medicine a "palliative attitude." Active interaction with palliative care teams is key to the development of such "palliative attitude." A "palliative attitude" of health care professionals is essential for the promotion of palliative medicine.

Limitations {#S0007}
===========

Our study has limitations. First, we did not ask participants of the follow-up study whether they participated in the original study. Prior experience could have made their participation easier and create a "positive bias" in their responses. Second, the spectrum of participants in the second study was broader than in the first study which might have affected the comparison of the results. Third, the questionnaires of the two studies were not exactly similar; the second study addressed a wider range of issues.

The authors are grateful to Dr William M. Briggs for statistical processing of the data.
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[^1]: **Note:** \**p*\<0.05.

[^2]: **Abbreviations:** DNR, Do Not Resuscitate; EOL, end-of-life.
